at a much higher level than in simple erosion from the mastoid antrum. But in such cases there had generally been an evident discharge from the ear, and there was a sort of " shirtstud " bulging, externally and internally. These cases had been described by Hartmann many years ago, but the mode of development of the ulceration of the bone was much more evident than in Dr. Rodger's cases. (2) A type of subperiosteal abscess of the temporal region was described by Gruber in great detail, and the description was to be found in Law and Jewell's translation of Gruber's book. That description had apparently been forgotten, as some years ago Luc, at Boston, brought forward cases of the kind which were thought by him to be new. There was apparently no connexion with the mastoid cells. Glruber's rule was that if the pointing was above the level of the meatus, it was probably subperiosteal, and, whatever opening was made externally, a counter-opening had to be made in the roof of the cartilaginous meatus. He (Sir .J ainles) had seen several cases in which the disease subsided after the counteropening had been inade. His own experiences of frontal sinuses with erosion of bone at a higher level had been somewhat distressing. In one of the cases a diagnosis of angio-neurotic cedema was wrongly mnade, and there was perforation through the bone at a higher level than the extension of the frontal sinus, but the result was not as good in the case Dr. Rodger reported. Dr. Rodger had brought forward some considerations of great interest and importance.
Dr. RITCHIE RODGER (in reply) said the patients in these cases had cellular mastoids;
he could only deal with the naked-eye appearances of the intervening bone, although nibbling was carried out until healthy bone was reached. There seemed to be no osteitis, and it was justifiable to think that the route was the one he had described. In the frontal sinus case osteitis of the diploe could not have been the route, as there were no cellular spaces in the thin orbital roof.
Otogenic Pterygo-maxillary Abscess.
By DAN MCKENZIE, M.D.
ATTENTION has already been drawn to this condition; I since the last record two additional cases have come under my notice.
In the first the pterygoid abscess was merely a detail in a severe widespread infection, which t'erminated fatally.
The second case was that of a woman, aged 29, to whom I was summoned on July 6, 1923, for a mastoid operation. The acute symptoms had appeared shortly after the (left) ear had been syringed for the removal of a supposed ceruminous plug, a fortnight previously.
When I saw her there was great pain in and especially in front of the ear, where there was much swelling. Difficulty was experienced in mastication. There was no pain, tenderness, or cedema, in the mastoid region. The walls of the external auditory meatus were so much swollen that suspicion of a furuncle was aroused. The tympanic region could not be seen, but some debris and desquamated epidermis were removed from the deep meatus. The temperature was running at about 100°F.
The patient was aniesthetized and it was found that pressure in front of the ear caused a copious flow of pus from the meatus. A probe passed into the meatus led into a large abscess cavity, through a fistula in the bony floor close to the tympanum, and it could be passed as far as the submucosa of the pharynx.
The auricle was reflected forward by the usual post-aural incision, and a large cast of the meatus was removed; it disclosed a tympanic cavity full of granulations. The radical mastoid operation proved the original disease to have been cholesteatoma. The pterygoid abscess was drained successfully by enlarging the fistula in the meatal floor.
Pterygo-maxillary abscess is not common. I have on two occasions successfully drained the abscess through a meatal opening close to the tympanum, but when large it is perhaps most suitably drained by an opening in the pharynx, as this is the lowest point. 
